Purpose: Early detection of Alzheimer's disease (AD) ensures that affected individuals and their caregivers can make appropriate plans for health care needs, yet many ethnic minorities delay seeking care for AD until the disease has progressed. This study examined attitudes toward care-seeking for AD among Korean Americans (KAs) and identified factors affecting their attitudes. Methods: A cross-sectional survey was used to collect data from 234 KA adults. We conducted hierarchical regression analyses to examine the effects of sociocultural background (age, gender, education, cultural orientation), AD knowledge and exposure to AD, and beliefs about AD (stigma of pity, shame, and public avoidance) and AD care (subjective norm) on KAs' attitudes toward seeking AD care from primary care physicians (PCPs) and AD specialists. We also tested whether knowledge of AD moderated the impact of beliefs about AD and AD care on KAs' attitudes toward seeking AD care. Results: For both PCPs and AD specialists, the subjective norm had the strongest effect on KAs' attitudes toward care seeking (β = 0.557 for PCPs, β = 0.360 for specialists). Effects of stigma beliefs disappeared in the presence of the subjective norm. AD knowledge moderated the impact of the subjective norm on the attitudes toward both PCPs (β = -1.653) and specialists (β = -1.742). Implications: The significance of the subjective norm in KAs' attitudes toward AD care-seeking underscores the importance of public education, and our study suggests that increasing AD knowledge could facilitate a change in public attitudes toward seeking AD care.
about AD care in Asian American communities because research has indicated that Asian Americans are less likely than other racial groups to be diagnosed and receive care for AD at an early stage . In this study, we aimed to address this AD care concern among Korean Americans (KAs), one of the fastest-growing Asian American subpopulations (Hoeffel, Rastogi, Kim, & Shahid, 2010) .
Existing literature has suggested an array of potential factors that may influence people's AD care seeking. One of the primary factors studied is knowledge about AD because knowledge of the illness has been shown to influence people's decisions to seek health care (Hudson, Pollux, Mistry, & Hobson, 2012) . Evidence has been consistent that Asian Americans have limited knowledge about the symptoms, diagnoses, treatments, and causes of AD and have misconceptions about the disease Hinton, Franz, Yeo, & Kevkoff, 2005) . Recent research has documented similar findings among KAs about their limited knowledge and misconceptions about AD. For example, KAs lacked knowledge about the treatment, diagnosis, and cause of AD (Lee, Lee, & Diwan, 2010) and believed that dementia is a form of insanity but it is also a normal part of aging and that a lifetime experience of stressors and hardships can cause dementia (Jang, Kim, & Chiriboga, 2010; Lee, Diwan, & Yeo, 2010) . Recognition of AD symptoms also seems to be limited among KAs. For example, Lee and Casado (2015) have found that KAs can recognize symptoms related to memory and cognitive functioning in dementia (e.g., disorientation and confusion, cognitive, and social dysfunction), but they have very limited recognition of neuropsychiatric symptoms (e.g., sundowning, anger, suspicion, and paranoia). It has been suggested that KAs who have limited knowledge about AD are likely to report greater feelings of shame for having a family member with AD (Jang et al., 2010) , which could contribute to the stigmatization of people with AD. The evidence of limited knowledge and misconceptions about AD among KAs is of the utmost concern, especially because ethnic minority individuals with limited knowledge about dementia often resort to culturally ascribed beliefs about dementia (Sayegh & Knight, 2013) , possibly further contributing to misconceptions about the disease and causing a delay in seeking care.
One of the central concepts that researchers have studied in understanding people's health behaviors is attitude. Defined as "a psychological tendency that is expressed by evaluating a particular entity with some degree of favor or disfavor" (Eagly & Chaiken, 1993, p. 1) , attitude has been largely recognized as a good predictor of behavior. The theory of reasoned action (Ajzen & Fishbein, 1980) and its extended theory of planned behavior (Ajzen, 1991) explain the importance of understanding attitudes in explaining people's behavior. The authors of these theories posit that people's attitudes and beliefs toward a specific behavior play an important role in engaging in the behavior and that various factors such as exposure to information, past experience, and sociocultural factors can influence people's attitudes toward behaviors (Ajzen, 1991; Ajzen & Fishbein, 1980) . Attitude theories have long recognized the importance of beliefs that people have about specific attitude objects (Eagly & Chaiken, 1993) . One such attitude-related belief concerning AD is stigma belief. Culturally shaped stigma of AD has largely been recognized as a significant factor influencing people's care-seeking behaviors for AD (Batsch & Mittelman, 2012) . For example, documented the negative influence of the stigma associated with AD in the caregiving experience and care-seeking behaviors among Asian Americans. Although the advancement of scientific knowledge about the disease and efforts by national organizations and the media have significantly improved public awareness of AD in the last decade, the stigma of AD still persists in Asian American communities, where commonly shared Asian cultural values of collectivism and family honor (Abdullah & Brown, 2011) could further perpetuate the stigmatization of persons with AD and their families. Despite the potential significance of stigma beliefs in AD care seeking, however, there is a void in the current literature that informs stigma beliefs that Asian Americans have about AD and how such beliefs may influence their attitudes toward care seeking.
Attitude theorists (e.g., Prislin & Wood, 2005) posit that people who are concerned about social relations evaluate consensus views and social norms regarding a specific behavior and then form their attitude toward the behavior. Although evidence specific to the role of social norms in AD care-seeking attitude is absent in the literature, a score of research has documented significant influence of social norms on people's attitudes (e.g., cancer treatment decisions in Zikmund-Fisher, Windschitl, Exe, & Ubel, 2011, and smokers' quitting behaviors in Zhang, Cowling, & Tang, 2010) . Asians may be especially sensitive to the perceptions of consensus views and social norms because in collectivistic Asian cultures, groups are the basic units of social relationships, and the culture emphasizes the importance of fitting in with others. In this collectivist cultural context, people internalize group norms as socially appropriate and behave in accordance with their beliefs about group norms (Triandis, 1999) . For Asian Americans, shared cultural beliefs and norms can be particularly influential on public stigma (Abdullah & Brown, 2011) because anything against shared cultural norms would be stigmatized as deviance. Ajzen (1991) referred to this perception of social pressure to perform or not to perform a certain behavior as a "subjective norm."
Although the aforementioned studies have provided some early insights in regard to issues related to AD care seeking among KAs, research that informs their AD careseeking behavior is still limited. Given the evidence of delayed diagnosis and care for AD among Asian Americans , research is needed to identify factors that may influence their AD care seeking. Therefore, the purpose of this study was to examine KAs' attitudes toward care seeking for AD and identify factors affecting their attitudes. Family members are most often the primary caregivers of persons affected by AD, and they are responsible for making care decisions; thus, we focused our study on investigating KAs' attitudes toward care seeking in the context of having a family member with AD. Specifically, informed by the attitude theories and related research literature, we examined the effects of sociocultural background, knowledge of and exposure to AD, and beliefs about AD (stigma beliefs) and AD care (subjective norm) on KAs' attitudes toward seeking care for a family member with AD from two health care sources: primary care physicians (PCPs) and AD specialists. Because the literature indicates there is a potential significance of knowledge about the disease promoting health care decision making (Hudson et al., 2012) , we also tested whether knowledge of AD could moderate the relationship between beliefs about AD (stigma beliefs) and AD care (subjective norm) and KAs' attitudes toward seeking AD care. Figure 1 shows the conceptual framework of the study.
Methods

Sample and Recruitment
Data were drawn from a cross-sectional survey conducted as part of a community participatory research project in the mid-Atlantic region of the United States. The research project was developed and carried out through a partnership between a university and a local Korean community agency, where the community partner was involved in the key research activities, from the development and translation of the research materials and recruitment of study participants to the data collection. The study targeted lay people in the KA community to examine community perspectives regarding AD and AD care seeking. The inclusion criteria for the study included that participants be 40 years old or older, self-identified as having a Korean ethnic background, and proficient in either Korean or English. Utilizing a multimethod recruitment strategy, we conducted community outreach and recruited survey participants through the partner agency's network, activities, and community events as well as local Korean business sites. We also used flyers, posters, newsletters, and social media to advertise and solicit study participation. The sample of this study included 234 KAs who completed the question items examined in the current study.
We first developed all survey materials in English and then translated into Korean using Brislin's (1970) backtranslation method. This translation method involved forward and backward translation by two separate bilingual individuals. First, one bilingual individual translated the English-version survey into Korean, and then the second individual translated the translated version back into English. At the next step, the research team, including the two translators, reviewed the two English versions (the original and the back-translated versions) and made appropriate changes to resolve any discrepancies and inconsistencies found between the two versions. We then piloted a modified version of the survey materials with five KA adults and made minor modifications to finalize the materials. The study protocol was reviewed and approved by a university's institutional review board.
Study Variables and Measures
Attitude
In the study, we examined KAs' attitudes toward seeking care for a family member with AD from two different care sources: (a) PCPs and (b) AD specialists (geriatrician, geropsychiatrist, and/or memory clinic). We measured "attitudes" using a modified version of the attitude subscale of the Theory of Planned Behavior Questionnaire (TPBQ; Mo & Mak, 2009 ). The original version of the TPBQ consists of four subscales to assess respondents' intentions, attitudes, subjective norm, and perceived behavioral control regarding mental health care seeking and has been used with a Chinese sample in Hong Kong (Mo & Mak, 2009 ). To analyze attitudes toward each of the two AD care sources we examined (PCPs and AD specialists), we modified the six-item attitude subscale by replacing "mental health service" in the original items with "PCP" and "AD specialist," respectively, and framed the questions in the context of seeking care for a family member with AD. Using a 10-point semantic differential measure, each attitude subscale measured KAs' attitudes toward seeking care from a specific source of AD care in six bipolar adjective items that included worthless-worthwhile, bad-good, useless-useful, foolish-wise, rare-common, and shameful-honorable. We used summed scores where higher scores indicated a more positive attitude, with a possible score range of 6-60. Both attitude subscales had good internal consistency, with α = 0.97. 
Background
We examined four background characteristics: age, gender, education, and cultural orientation. We selected education and cultural orientation as sociocultural background characteristics based upon previous evidence about their relationships with KAs' levels of AD knowledge (Jang et al., 2010) . Education was examined using a dichotomized measure of college education (1 = college education and 0 = no college education). Cultural orientation was measured using eight items drawn from the acculturation measure developed by Marin and Marin (1991) . Using a five-point Likert scale, this eight-item scale measured behavioral aspects of cultural orientation, such as language use (TV, radio, and newspaper), friendship, ways of thinking (usual way, preference), and lifestyle. We then used summed scores with higher scores indicating greater cultural orientation toward mainstream American culture and lower scores indicating greater cultural orientation toward Korean culture. The cultural orientation scale had good reliability in the sample of the current study, with α = 0.86.
Knowledge and Exposure
We measured knowledge of AD using the Alzheimer's Disease Knowledge Scale (ADKS; Carpenter, Balsis, Otilingam, Hanson, & Gatz, 2009 ). The ADKS, a 30-item true/false scale, is designed to measure knowledge and beliefs about risk factors, assessment and diagnosis, symptoms, course of illness, life impact, caregiving, treatment, and management of AD, with a possible range of scores from 0 (no correct answers) to 30 (all correct answers). It is one of the most widely used measures designed to assess AD knowledge and has been tested with various groups of adults, including college students, caregivers, providers, and older adults (Carpenter et al., 2009 ). Carpenter et al. (2009) reported adequate test-retest reliability (0.81, p < .001), split-half reliability (0.55, p < .001), and internal consistency (coefficient α = 0.71) as well as content, predictive, concurrent, and convergent validity of the ADKS. The scale showed similar reliability with KAs in the current study, with an internal consistency of α = 0.71. When people engage in the role of caregiving to someone with an illness, their experience can influence their attitudes toward the illness. Therefore, we also assessed the experience of caregiving for a person with AD (1 = had experience; 0 = no experience).
Beliefs
To assess KAs' beliefs about AD, we examined the stigma of AD and the subjective norm regarding seeking care for a family member with AD. For AD stigma, we adapted 19 items from the Lay Person's Stigma Dimension Subscale of the Family Stigma in the Alzheimer's Disease Scale (Werner, Goldstein, & Heinik, 2011) . A factor analysis of the 19 items yielded three distinctive factors: pity, shame, and public avoidance. We excluded three items (fear, uneasiness, and dread) because of their cross-loadings on the shame and pity factors. Therefore, we used three subscales to assess distinctive domains of stigma beliefs related to AD: a six-item pity subscale (sadness, concern, sympathy, sorrow, pity, and compassion), a four-item shame subscale (shame, embarrassment, disgust, and disgrace), and a sixitem public avoidance subscale (limiting social contact, limiting family ties, avoiding, ignoring, keeping away from the person, and keeping the person away from the public). For both the pity and shame subscales, participants were asked, "To what extent do you agree that other people feel about a person with Alzheimer's disease in the following ways?" We utilized a five-point Likert scale, with the response options ranging from 1 (strongly disagree) to 5 (strongly agree), for each descriptive word listed above. Similarly, we asked participants to what extent they agreed or disagreed with six statements describing public avoidance of a person with AD. For all three subscales, we used summed scores, with higher scores indicating greater belief about each domain of stigma. All three subscales showed excellent reliability with the study sample: α = 0.94 for the pity subscale, α = 0.91 for the shame subscale, and α = 0.90 for the public avoidance subscale.
Another belief variable, the subjective norm, was measured using subjective norm items adapted from the TPBQ (Mo & Mak, 2009 ). We used two subjective norm scales: one for the analysis of attitudes toward PCPs and one for the analysis of attitudes toward AD specialists. The TPBQ originally included three subjective norm items that asked the respondents' perceptions of opinions, negative views, and likely behavior of people who are important to them. For example, the subjective norm scale for PCPs included (a) most people who are important to me think that I should consult with a physician about my family member's Alzheimer's disease, (b) most people who are important to me view consulting with a physician about my family member's Alzheimer's disease very negatively, and (c) most people who are important to me will consult with a physician about their family member's Alzheimer's disease if they are in need. We, however, excluded the second item about significant others' negative views from both scales because of its low communality (0.153 with the PCP measure and 0.222 with the AD specialist measure). For each item, we asked participants to what extent they agreed or disagreed with the statements on a four-point Likert scale. Summed scores were used, with higher scores indicating a more positive perception of social norms of seeking care for AD. The reliability of both subjective norm scales with the study sample was α = 0.81 for the PCP scale and α = 0.69 for the AD specialist scale.
Data Analysis
We first conducted descriptive analyses to assess the characteristics of the study sample and study variables. To identify the direct effects of 10 predictor variables on careseeking attitudes toward two specific AD care sources, we conducted two separate hierarchical regression analyses on attitudes toward seeking care from PCPs and AD specialists. We entered variables with the following steps: (a) background characteristics (age, gender, education, and cultural orientation), (b) knowledge of and exposure to AD, and (c) beliefs about AD (stigma beliefs) and AD care (subjective norm). We then tested the interaction effects of AD knowledge and the belief variables shown to have significant effects on KAs' attitudes to examine whether AD knowledge moderated the effects of the beliefs on KAs' attitudes toward care seeking. We conducted all analyses using IBM SPSS Statistics 23.0 for Windows.
Results
Descriptive Analyses
A majority of the survey participants were female (60.7%) and married (81.4%), with a mean age of 54 years, and almost half (49.1%) had college degrees. The household income varied greatly, ranging from 13.7% for below $20,000 to 14.7% for $100,000 or higher. A sizable portion of the participants (20.7%) reported having experience with caring for someone with AD. The attitude scores were slightly more positive toward AD specialists (mean = 55.9) than toward PCPs (mean = 54.2).
On average, the participants scored 17.7 out of 30 on the AD knowledge scale, indicating they answered about 59% of the questions correctly. Table 1 summarizes the characteristics of the study sample and other study variables with their descriptive statistics, scoring, and reliability. Table 2 summarizes the beliefs about the three domains of AD stigma. A majority of the participants believed in a stigma of pity toward persons with AD: their agreement (agreed and strongly agreed) with the six stigma of pity items ranged from 61.2% for concern to 50.2% for sorrow. To lesser degrees, the participants also indicated their beliefs about the stigma of public avoidance, with their agreement ranging from 45.7% for limiting social contact to 31.6% for limiting family ties. Beliefs concerning the stigma of shame were less prominent, with agreement ranging from 26.7% for shame to 9.1% for disgust.
Regression Analyses
Before conducting regression analysis, we tested the assumption of multicollinearity using tolerance and variance inflation factor (VIF) statistics. All tolerance and VIF values in both models for PCPs and AD specialists indicated no multicollinearity among the independent variables (the test showed tolerance values >0.65 and VIF values < 1.60). Tables 3 and 4 summarize the results of hierarchical regression analyses on KAs' attitudes toward care seeking from PCPs and AD specialists, respectively. For PCPs, none of the background factors were associated with the attitude (Step 1). When AD knowledge and exposure variables were entered (Step 2), only AD knowledge emerged as significant. The model statistics showed a rather poor model fit for the first-and second-step models. Inclusion of the four belief variables (Step 3) significantly improved the model fit, producing adjusted R 2 = 0.357, F(10,200) = 12.657, p < .001. In the Step 3 model, the stigma of public avoidance and the subjective norm emerged as significant predictors, whereas all other variables were not significant. In the Step 4 model, we examined two interaction effects (AD knowledge and public avoidance and AD knowledge and the subjective norm). The interaction model indicated a significant interaction effect between AD knowledge and the subjective norm with PCPs, but we found no interaction effect between AD knowledge and the stigma of public avoidance. This result suggests AD knowledge moderates the effect of the subjective norm on attitudes toward seeking care from PCPs. Figure 2 illustrates the interaction effect, where the association between attitudes toward seeking care from PCPs and the subjective norm were weaker (less steep) among those with greater AD knowledge than among those with less knowledge of AD. That is, compared to KAs with less knowledge of AD, KAs with greater AD knowledge had more positive attitudes toward seeking care from PCPs, and their subjective norm regarding seeking care from PCPs had less influence on their attitudes toward care seeking.
The result of the regression analysis on attitudes toward care seeking with AD specialists showed college education was a significant background factor associated with a more Step 1
Step 2 Step 3 positive attitude (Step 1). The effect of college education was no longer significant when AD knowledge and exposure variables were entered, and AD knowledge again emerged as significant (Step 2). Similar to the model for PCPs, the Step 3 model for AD specialists showed a good model fit, producing adjusted R 2 = 0.184, F(10,201) = 5.762, p < .001. In this model, only the subjective norm with AD specialists showed a significant association with KAs' attitudes toward seeking care from AD specialists. Although the stigma of public avoidance did not show a significant effect in Step 3 for the AD specialist model, we tested interaction terms of the public avoidance stigma and AD knowledge along with that of the subjective norm so that we could compare the model with that for PCPs. Similar to the model for PCPs, the interaction model identified a significant interaction effect between AD knowledge and the subjective norm (but not with the stigma of public avoidance), indicating a moderating effect of AD knowledge on the relationship between the subjective norm and care-seeking attitudes toward AD specialists. As illustrated in Figure 3 , among those with greater AD knowledge, the effect of the subjective norm on the attitudes regarding seeking care from AD specialists was weaker than among those with less AD knowledge.
Interaction terms
Discussion
In this study, we examined attitudes toward AD care seeking among KAs and the factors affecting their attitudes. The results of the study show quite favorable attitudes among KAs toward seeking care from both PCPs and AD specialists, as shown in the mean scores of 54 and 56, respectively, which are in the possible score range of 6-60. This finding is consistent with previous research that showed KAs' positive attitudes toward using formal care and services in dementia situations (Lee & Casado, 2011) . This evidence of favorable attitudes toward AD care challenges the common notion that Asian Americans are reluctant to seek AD care. The finding regarding KAs' favorable attitudes also Step 1 Step 2 Step 3 points to a promising opportunity for health care professionals to engage and address AD care needs with KAs.
Our analysis suggests several factors that are important in understanding KAs' attitudes toward AD care. Despite showing relatively positive attitudes toward seeking care for AD, the KAs in our study indicated strong beliefs about the stigma of pity toward and public avoidance of persons with AD and their family members. Literature suggests that stigma belief may be especially relevant and important in Asian populations because of their traditional values of family honor (Yamashiro & Matsuoka, 1997) , and in most East Asian countries, the concept of stigma is closely linked to the concept of dishonor (오명/낙인 in Korean; 汚名/烙 印 in Chinese/Japanese; Shin, Dovidio, & Napier, 2013) . Dementia research has also indicated that the stigma of AD can lead to negative perceptions about AD and influence people's help-seeking behaviors (Batsch & Mittelman, 2012) . The results of our regression analysis, however, indicate that the stigma of AD as a whole may not be the paramount factor that influences KAs' attitudes toward AD care seeking. Rather, the influence of AD-related stigma may be more domain-specific. Although more KAs believed in the stigma of pity, we found that only the stigma of public avoidance showed a significant effect on KAs' attitudes toward seeking care from PCPs. Interestingly, however, none of the three domains of stigma beliefs influenced KAs' attitudes toward seeking care from AD specialists. This finding indicates that stigma beliefs may matter less when seeking care from AD specialists because, in this presumed context, the status of the illness may be more serious and the caregiver may be more certain, to some degree, about his or her family member having AD. Biegel, Sales, and Schulz (1991) suggested that people's perceptions about the seriousness of illness can influence their attitudes toward service use. It could be then that when the disease reaches an advanced stage and the condition becomes undeniable (i.e., not possible to hide from outsiders), KAs would be more concerned about getting appropriate care from AD specialists for their family members than worrying about what other people may think or how they may react.
Whereas the effects of stigma beliefs showed variations depending on the sources of care seeking, the subjective norm was consistent in its effect on KAs' attitudes toward both PCPs and AD specialists. KAs who believed that other people important to them would view seeking care favorably had more favorable attitudes toward seeking AD care from both PCPs and AD specialists, and the impact of the subjective norm was greater than any other factors examined. Asch (1952) described attitudes as group conditioned and mutually shared concepts that are "the center of the person's social relations and the heart of the dynamics of group processes" (p. 577). Research has shown that people's subjective norms are one of the most important determinants of social behavior in collectivist cultures (Triandis, 1999) . In collectivist cultures, shame and face-saving influence people's behavior, but people pay more attention to and are more influenced by "proper action" defined by the in-group norm (Triandis, 1993) , and our study seems to illustrate this collectivist cultural syndrome in KAs' attitudes toward AD care seeking.
Researchers have documented that KAs have limited knowledge about AD (Jang et al., 2010; Lee et al., 2010) . The result of our study was consistent with their findings. As reported above, the average score on the AD knowledge scale was 17.7 out of 30 (59% correct response rates). This level of AD knowledge found in our participants was notably lower than that found in subgroups of Americans in a previous study: the previous study reported mean scores of 20.2 among college students, 22.7 among dementia caregivers, and 24.1 among older adults (Carpenter et al., 2009) .
Consistent with previous studies with ethnic minorities (Mukadam et al., 2011) , we found that greater AD knowledge moderated the negative effect of the subjective norm on KAs' attitudes toward seeking care from both PCPs and AD specialists in that the subjective norm had less impact on the attitudes regarding seeking care among KAs with greater AD knowledge than those with less knowledge. In other words, KAs who knew more about the disease cared less about what other people thought about their care seeking and, thus, viewed care seeking more favorably. Knowledge about AD has been recognized as one of the key factors that could facilitate or delay dementia care seeking (Sayegh & Knight, 2013) . Although there was insignificant evidence for the direct effects of AD knowledge on KAs' attitudes toward AD care seeking with the presence of belief variables, the moderating effect of AD knowledge found in our study suggests that increased knowledge of AD could play a beneficial role in promoting more favorable attitudes toward care seeking for AD among KAs.
The existing literature (Hudson et al., 2012; Nielsen & Waldemar, 2016) has suggested that the role of background characteristics (age, gender, education) in the context of AD awareness may not have great significance. Our findings also showed that these background characteristics did not seem to play much of a role in how KAs viewed seeking care with health care professionals. Although we found that KAs who were more culturally oriented toward mainstream American culture had more positive attitudes toward seeking care with PCPs, and those with college educations had more positive attitudes toward seeking care with AD specialists, neither of these background characteristics remained significant when considering knowledge and belief variables. In research with ethnic minorities, researchers often conceptualize acculturation as one of the primary factors that influence the outcomes of interest for minority individuals. It is, however, possible that cultural orientation toward mainstream American culture may not necessarily translate into changes in minority individuals' views and attitudes regarding their cultural values or norms. Our findings have shed some light on how normative beliefs shared within the group-not cultural orientation-may influence KAs' attitudes toward AD care seeking.
The study has several limitations that should be noted. First, the data were drawn from a cross-sectional survey; thus, the study cannot establish causal relationships. Second, our use of a purposive sampling method in a geographically defined area to recruit our study participants limits the generalizability of our findings to the general KA population. There is also a possibility that the study suffers from the effects of social desirability bias. Existing evidence suggests that collectivists, such as Asians, have a tendency to present themselves in a socially desirable way (Lalwani, Shavitt, & Johnson, 2006) . Although all surveys were anonymous, this tendency could have influenced our study participants to respond in a way that they perceived to be socially desirable.
Despite these limitations, our findings point to several implications for AD care promotion efforts. First, there is an urgent need for public education that promotes better understanding about AD and the importance of seeking appropriate care among KAs. Efforts to improve AD knowledge is especially essential because our study suggests that increasing AD knowledge could facilitate changes in KAs' attitudes toward seeking AD care by mitigating the negative influence of culturally shaped beliefs. Given the finding that the subjective norm had the greatest influence on KAs' attitudes toward care seeking, the potential function of AD knowledge in ameliorating the negative effect of the subjective norm on AD care seeking presents a promising opportunity for educational outreach programs for this population. Programs that aim to promote a better understanding of AD among KAs could not only increase their knowledge about AD but also promote more favorable attitudes toward care seeking and minimize the negative influence of the subjective norm concerning other people's opinions about their care seeking. Efforts to promote AD care in KA communities need to be responsive to the cultural beliefs and norms shared by KAs. In particular, the significance of the subjective norm in shaping KAs' attitudes toward AD care seeking underscores the importance of paying attention to the collectivist culture shared by KAs as well as directing efforts to address and encourage the "proper action" to take in an AD care situation. Finally, although our study did not uncover the notable effects of stigma-related beliefs about AD on KAs' attitudes toward AD care seeking, KAs in our study still held a stigma against AD, especially the stigma of being subject to pity and public avoidance. Because existing evidence has consistently shown that the stigma of AD is one of the significant barriers to care, public education that aims to promote AD care seeking among KAs should also address the stigma of AD in the community.
